Background walking difficulty is common in old age. Simple and inexpensive interventions, such as walking aids, provide considerable assistance. However, older people's views on walking aids are likely to affect their uptake, and we have little knowledge about older people's motivations for using walking aids. Aim to explore older people's views on their use of walking aids. Methods longitudinal qualitative study comprising in-depth interviews with a purposive sample of 24 men and women recruited from a UK national cross-sectional population survey of older people. Participants were 69-90 years old at the first interview, 15 were followed up a year later, and 12 were followed up again a year after that. Analysis was conducted using constant comparison methods. Results of the 24 people interviewed at the start of the study, 12 used walking aids, mainly walking sticks. These aids came from a range of sources, including informal ones. Over the course of the study, some participants adopted walking aids or changed the types of aids that they used. As time passed, participants' initial misgivings about the use of aids subsided, and walking aids were described as improving confidence and facilitating activity and participation. Decisions to start using walking aids were influenced by both gradual and sudden changes in ability and by culturally informed views about ageing. Views on ageing initially acted as barriers to the use of aids but then acted as facilitators to use. Conclusions walking aids enable continued activity and participation and it is likely that they provide benefits of health and well being. Health care providers can draw on the knowledge about the impact of beliefs about ageing to help them reach shared decisions with older patients about the use of walking aids.
Introduction
Walking difficulty is common in older age. As with other functional limitations, it is associated with poor mental health [1] , and shares risk factors for general functional decline including disease burden (comorbidity), lifestyle, low levels of activity, low social contact and cognitive impairment [2] . With over 23% of people aged 65-74 and 68% of people aged 85 and over reporting walking limitations [3] , timely and appropriate intervention may help prevent further decline. However, older people do not always bring their walking limitations or other health problems to the attention of health care providers [4, 5] .
Although underlying conditions-such as musculoskeletal conditions and stroke-warrant condition-specific treatment and medications, assistive technology to enable continued mobility is invaluable. Appropriate assistive technology may be simple and inexpensive, including walking sticks, tripod or quadruped sticks, elbow crutches, walking frames and wheeled frames and walkers [6, 7] .
People with progressive, disabling conditions adopt walking aids for practical reasons, to minimise pain, to compensate for neurological impairment and to improve confidence. However, while health care providers focus on aids as sources of improved functional performance and safety, they do not necessarily consider the other meanings of aids [8] . Aids may be interpreted in multifarious ways. The meanings that people attribute to aids are important because they affect whether aids will be used or not [9] .
Despite the ubiquity of stereotypes associating walking aids with older people [10] , little is known about how older people themselves feel about using aids. This study explored older people's own decision-making processes about their use of walking aids. Understanding how and why older people obtain and use walking aids can help health care providers to come to shared decisions with older patients about assistive technology and referrals to occupational therapy or other forms of care.
Methods
The study consisted of in-depth qualitative interviews with participants selected from a national survey of older people [11] . In 2001, 24 people (11 men, 13 women) aged 69-90 years (mean age: 80) were interviewed. All participants were white; 12 lived alone. Fifteen people were followed up in 2002, and 12 were followed up again in 2003. The total number of interviews was 51. Participants for the qualitative interviews were purposively sampled to include people with a range of mobility levels and health statuses. Thirty-seven people were approached to take part in in-depth interviews, and 24 agreed to participate. Not all interviewees were followed up because some had died, others were too ill for interview, and some were not available or were not contactable (Table 1) .
Interviews took place in participants' homes lasting from 50 min to 3 h. Participants were drawn from those respondents who had agreed at the time of the survey to further contact with the study. Prior to each interview, participants were asked to give their informed consent, which followed a discussion with the researcher of the study's aims and methods. All except one of the interviews were conducted by a single researcher. In the first interview, in 2001, participants were asked about any changes in health since the survey; social and familial support; engagement with health and social services; and their interpretation of a standard-issue survey question about long-standing illness [12] . Discussions about walking ability and walking aids took place in the context of questions related to health and engagement of services. In subsequent interviews, participants were asked to describe changes in previous years.
With the consent of the participants, all interviews were audio-recorded, except one in which notes were taken at the participant's request. All initials in this article refer to pseudonyms. The audio recordings were transcribed and imported into the qualitative analysis package Atlas ti. Data were analysed using methods of constant comparison [13] : codes arising from the data were assigned to the transcripts. The codes were then grouped into categories and material relating to the codes was compared between cases. Categories relating to walking and walking aids are described here and the material presented relates to the data from all the interviews, comprising both cross-sectional and longitudinal components [14] . While the cross-sectional data provides information about initial acquisition of walking aids, the longitudinal data enables exploration of change over time.
Results

Changes in walking ability over time and use of walking aids
In 2001, 20 out of 24 participants described difficulty walking and 12 used walking aids, including walking sticks, umbrellas, frames and a tripod. One participant used a wheelchair. By the following year, three participants who had not used walking aids during the previous year had started to do so. By 2003, all 12 participants said that their walking ability had declined since 2002, and 9 people used walking aids (Table 1) .
Participants described a variety of ways in which they obtained their aids. Less than half of aids came from formal service providers, most were obtained from family, friends or were purchased. Aids obtained from family and friends were inherited, borrowed or received as gifts: Walking sticks were the most popular aids, but all the other types of aids used by participants had been obtained from formal service providers. This was usually on discharge from a hospital stay.
While decisions about where to obtain aids from were partly based on of availability, reasons as to why people started to use aids were more complex. Decisions to use aids were influenced by personal responses to changed ability alongside ideas about the meaning of walking aids. These are discussed in the following sections.
Personal responses to changed ability
Walking aids were used as personal responses to both sudden or gradual changes in walking ability. Many participants said that they initially obtained aids after crises, including falls or illnesses. As time passed after these events, use of aids sometimes receded or stopped entirely. Others kept their walking sticks in case of changes in circumstances or 'emergencies':
Originally it [walking stick] was given to me from the NHS when . . . I had two, but somehow I mislaid one . . . Well I found it eventually but they said, 'don't bother to bring it back,'. . . . I only keep it for emergencies really, I don't actually need it (Mr H, 2001)
Some people described how they had used walking aids (usually frames) provided by the health services following acute events, but then chose to obtain walking sticks themselves, although not necessarily with ease:
I can walk about a bit now with the stick. I've just started doing that. But I'm more steady with the frame (Mrs M, 2001)
Conversely, fear of becoming dependent on walking aids acted as a deterrent to their use:
Once you start using them you get used to them (Mr J, 2001)
Aids as enablers
Participants who took part in follow-up interviews described a shift towards acceptance of aids. Those who had used walking aids for some time spoke of them in positive terms. In part, this was related to the physical support provided by aids: In addition, participants described how walking aids improved their confidence:
I find that the stick helps me, and it gives me that little bit of confidence that I need occasionally (Mrs P, 2003)
Walking aids helped participants to maintain involvement in outings and social activities and everyday tasks including shopping. They were also seen as a means of exercising and halting further decline:
If I walk and exercise regularly then I have less arthritis (Mrs V, 2003)
Views about ageing
The participants all expressed strong associations between walking limitation, the use of walking aids and the ageing process:
I've got to have a walking stick, because I'm doddery. Well, old age doesn't come by itself does it? (Mrs F, 2001)
And he was old, he was walking with a stick (Mrs C, 2003) Doctors reinforced this connection; participants reported conversations with doctors who offered old age as an explanation for pain and walking difficulties:
[I asked] 'Why doctor do I still get pain in that place where I was operated on?'-'Old age' (Mr Y, 2001)
Initial use of walking aids made participants feel selfconscious about appearing old. These feelings were so strong that some described how they had initially avoided using aids at first, and two had preferred to use long umbrellas. One said that his umbrella was 'as good as a walking stick really' (Mr U). Those who were unable to avoid using walking aids still felt an initial negativity towards them because they represented ageing: (Mr Y, 2001) [I] used to be satisfied with two legs and now I've got to have three (Mr K, 2002) However, participants began to accept the use of walking aids as time passed. As this acceptance grew, the association of limitations and walking aids with older age began to serve as a rationale for using aids: Both initial misgivings and eventual acceptance of walking aids were rooted in the association of walking limitations and aids with older age. Crucial to the shift to acceptance was the acceptance of ageing alongside the acceptance of aids as enabling and therefore as positive additions to everyday life.
Discussion
This study confirms that older people obtain their aids from a wide variety of sources, and that informal sources play an important role in the provision of walking aids. We found that older people's decisions to use aids were only partly related to practical benefits, and were also related to the meanings ascribed to walking aids.
It has been suggested that the onset of disability in old age may have less impact than onset in youth [15] . However, there is evidence that older people feel significant stigma related to walking limitations and associated walking aids, precisely because they represent ageing [4] . Our study echoes this finding, but by exploring the emergence of walking limitations over time, we also found that older people's feelings of stigma can subside over time. Recent studies on the experience of stigma show that stigma is a social and moral process that is part of everyday experience [16, 17] . As such, feelings of stigma are liable to change when there are alterations in societal or individual values and conditions. This does not mean that living with a walking limitation is easy, but participants expressed the emergence of positive sentiments about the use of walking aids. This shift was itself underpinned by the association of ageing with walking limitations, which was based on feelings about ageing rather than on chronological age.
Although walking limitation in later life is neither inevitable nor irreversible [18, 19] , the sense that a decline in walking ability was normal meant that a script was in place for dealing with change.
A strength of this study was its longitudinal design and in-depth interviews. Although we could follow up only 12 of the 24 participants, the material was rich, including reflections about change over time. The study did not intend to represent the general population, but the consistency of the participants' views indicates that the findings should resonate with other contexts [20] .
To enable appropriate discussions on walking ability, use of aids and other possible interventions, health care providers should be aware that older people have access to their own sources of aids, and choose to use them according to complex decision-making processes that include views about ageing. Given the propensity of older people for obtaining aids from informal sources, there is scope for service providers to take active roles in encouraging the correct use of aids or modifying them. In particular, review of walking aids (correct length, adequate ferrule, comfortable handgrip) as part of health checks may be useful [6] . Furthermore, product quality and sensitive design affect the acceptability of assistive technology [21] . To improve acceptability, the design of walking aids should therefore reflect older people's feelings about aids as well as their practical needs. Attempts to reach shared decisions with patients about the use of walking aids, whether for clinical or social reasons, may be most effective if based on awareness of the factors that might influence a patient's choice to use aids.
Key points
• Many older people obtain their own walking aids from informal sources. • Although older people express an initial stigma about using walking aids, as time passes attitudes become more positive.
• Decisions to use walking aids are based on beliefs about ageing as well as physical need.
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